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Abstract
Background: In Sweden the national fundamental values for care of older people state that care should ensure
that they can live in dignity and with a sense of well-being. Our hypothesis was that a caregiver intervention
targeting the national fundamental values would improve perceived empowerment, person-centered climate and
life satisfaction among older people living in residential facilities.
Methods: The study was a cluster-randomized controlled trial with a pre- and one post-test design, conducted in
27 units (17 study units) at 12 residential facilities for older people in five municipalities in central Sweden. The units
in each municipality were randomly assigned to intervention or control group. The caregiver intervention was
carried out using an interpretative approach with eight guided face-to-face seminars, where self-reflection and
dialogue were used. Data were collected using questionnaires. The number of residents was 43 (78 %) in the
intervention group and 37 (71 %) in the control group. The Chi-square test and Mann-Whitney U-tests were
performed to detect differences between groups and Wilcoxon signed rank tests to explore differences in change
over time within groups. Furthermore, generalized estimating equation (GEE) models were used to study effects of
the intervention controlling for clustering effects.
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Results: Primary outcome measures were empowerment, person-centered climate and life satisfaction. In the
intervention group, improvements at follow-up were found in residents’ self-reported empowerment (n = 42; p = 0.001,
Median difference 4.0, 95 % CI 1.5;6.0), person-centered climate (n = 42; p≤0.001, Median difference 8.0, 95 % CI 4.5;11.
4) and life satisfaction regarding the factor quality of everyday activities (n = 40; p = 0.033, Median difference 9.7, 95 %
CI 1.0;21.9) while disempowerment decreased (n = 43; p = 0.018, Median difference -1.3, 95 % CI -2.0;0.0). In the control
group person-centered climate decreased (n = 37; p = 0.002, Median difference -8.5, 95 % CI -13.6;-3.0) and quality of
everyday activities (n = 36; p = 0.012, Median difference -11.6, 95 % CI-21.7;-3.4). Change over time between groups was
significant for empowerment (p = 0.001, Median difference 6.0, 95 % CI 3.0;9.0), disempowerment (p = 0.006, Median
difference -2.0, 95 % CI -4.0;-1.0) and person-centered climate (p≤ 0.001, Median difference 16.0, 95 % CI 9.7;23.0) and
for life satisfaction regarding the factor quality of everyday activities (p = 0.002, Median difference 22.1, 95 % CI 8.2;37.4).
Results of GEE confirmed earlier results; revealed interaction effects for empowerment (parameter estimate -5.0, 95 % CI
-8.3;-1.8), person-centered climate (parameter estimate -16.7, 95 % CI -22.4;-10.9) and life satisfaction regarding the
factor quality of everyday activities (parameter estimate -25.9, 95 % CI -40.3;-11.5).
Conclusion: When the Swedish national fundamental values were put into practice increases in empowerment,
person-centered climate and quality of everyday activities were found among older people with intact cognitive ability
living in residential facilities. Limitations to consider are the differences between the two groups at baseline, drop-outs
and that neither the data collector nor the outcome assessors were blinded to group assignment of participants.
Trial registration: The study was registered in ISRCTN92658034 in January 2013.
Keywords: Empowerment, Experimental design, Living in dignity, Person-centered climate, Residential facilities for
older people, A sense of well-being, Life satisfaction
Background
The purpose of fundamental values in care is to stress
and clarify important values that are worth striving for
[1, 2]. Values can be defined as basic convictions con-
cerning what is right, good and desirable [3]. Moreover,
values guide our actions, as they can provide support for
caregivers in performing and developing care. Yet an-
other reason for clarifying values in care is to minimize
the risk that they will be disregarded and to protect per-
sons who are humiliated or badly treated [1]. Living in
dignity and with a sense of well-being have been central
values in care of older people in Sweden since 2011,
when the national fundamental values were legislated in
The Social Services Act, which regulates care of older
people. The national fundamental values state that care
of older people should ensure that they live in dignity
and with a sense of well-being. Living in dignity requires
respect for the values; personal integrity, self-
determination, participation, individualized care of good
quality and kind treatment. A sense of well-being re-
quires respect for the values; meaningfulness and safety
[4]. The Swedish National fundamental values are re-
lated to a number of concepts, for example, empower-
ment, person-centered climate and life satisfaction.
Empowerment is described as a process of promoting
and enhancing people’s ability to meet their own needs
and to mobilize the resources necessary to feel control
over their lives. Outcomes of empowerment are self-
efficacy, a sense of mastery, a sense of control and
improved quality of life [5]. Empowering care, which
helps people maintain control over their lives promotes
well-being [6] and is also an important predictor of qual-
ity of life [7]. Older people living in residential facilities
emphasize the importance of maintaining their physical
abilities [8, 9] for experiencing a sense of control, which
has a great influence on having a sense of dignity [10]
and well-being [11] in life. Absence of empowerment is
described as powerlessness, helplessness, hopelessness
and loss of a sense of control over one’s life [5]. Dis-
empowerment is defined as an active process of prevent-
ing people from maintaining control over their lives,
which leads to increased dependence [12]. In previous
studies, older people have described the environment in
residential facilities as disempowering because it does
not strengthen their self-determination, participation or
control in daily life [13].
A person-centered climate includes feeling welcome,
safe and familiar and being able to create and maintain
social relations [14]. Concerning maintaining social rela-
tions, residents describe that relations with family and
friends are important for experiencing dignity [9, 15–17]
and well-being [18] in life. However, due to their ad-
vanced age, residents experience having few family
members and friends [9, 15, 19] and further that resi-
dential facilities have few options for social relationships
with other residents [15, 19] and staff, which leads to a
feeling of being abandoned [8, 17]. A person-centered
climate has to support the personhood of people living
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in a residential facility, as this is important for a feeling
of familiarity [14]. Residents describe experiencing a
strong sense of dignity in life when there is agreement
between their own values and staff actions that convey
these values but such experiences are often lacking in
residential facilities [15].
The climate of a residential facility further includes an
interplay between the physical environment, people act-
ing and being in the environment and the organizational
philosophy of care [20]. In dementia care settings, the
presence or absence of staff is highly influential in creat-
ing a person-centered climate, which in turn influences
residents’ well-being. When staff members share both
place and moments with residents, they are observed to
make efforts to see and acknowledge residents, welcome
them and to make an effort to participate in residents’
everyday life. When staff members share both space and
moments with residents, the climate is further character-
ized by a feeling of at-homeness, where residents show
signs of well-being [21]. The importance of a person-
centered climate and environment in promoting a sense
of well-being among residents has also been highlighted
in other studies [22, 23]. Despite these positive
outcomes, staff members sometimes focus on routines
and tasks rather than the person [24], and focusing on
routines has a negative impact on nursing practice,
which loses its humanity and violates the person’s
integrity [25].
Not only do older people living in residential facilities
experience the positive outcomes of living in a context
of an empowering and person-centered climate, studies
have also described negative outcomes for residents
when care is experienced as disempowering and when
the climate is not person-centered. Nonetheless, few
intervention studies in residential facilities have
attempted to test the outcomes of putting empowerment
and a person-centered approach into practice. Studies
trying to put working methods to enhance empower-
ment into practice have mostly investigated staff percep-
tions and experiences [26–29]. These studies found that
empowerment interventions do help in putting a
person-centered approach into practice. Studies attempt-
ing to put person-centered care into practice have pri-
marily been performed in dementia care settings and
have mostly examined staff members’ perceptions. One
study found that when implementing national guidelines
for person-centered care in a dementia care setting,
there were no significant differences in staff ratings con-
cerning the overall person-centered climate at follow-up,
but there was a significant increase in perceived hospi-
tality [26]. In another study aimed at investigating the
effects on care provision and caring climate among nurs-
ing assistants before and after an intervention targeting
a palliative care approach at residential facilities, no
effects were observed for person-centered care or the
caring climate [30].
There is a lack of intervention studies in which a
person-centered approach is put into practice in residen-
tial facilities for older people with intact cognitive ability.
Furthermore there is a lack of studies, in these settings,
investigating residents’ perceptions of empowerment,
person-centered climate and life satisfaction. Based on
the limited amount of previous research, the aim of the
present study was to examine residents’ perceptions of
empowerment, person-centered climate and life satisfac-
tion before and after a caregiver intervention concerning
the Swedish national fundamental values. A further aim
was to investigate whether there were any differences in
change over time in these variables between an interven-
tion group that received the intervention and a control
group. Our hypothesis was that a caregiver intervention
concerning the Swedish national fundamental values
would improve perceived empowerment, person-
centered climate and life satisfaction among residents.
Methods
Study design
The study was a cluster-randomized controlled trial with
a pre- and one post-test design.
Units, participants, setting and procedures
Units
The study was conducted in five municipalities in
central Sweden. The municipalities were recruited using
a convenience sample. The executive managers in eight
municipalities were approached; five agreed and gave
their written consent to participate in the study. Written
information about the study was then sent to managers
at residential facilities in the municipalities, according to
the inclusion criterion. The inclusion criterion for resi-
dential facilities was that residents should live perman-
ently in the facility, and the exclusion criterion was that
the facilities should not be specialized in dementia care.
Managers at 12 residential facilities (27 units), varying in
terms of location (urban: 58 %; rural: 42 %), volunteered
and gave their oral consent to participate in the study.
All facilities were publicly funded. Before randomization,
the first author together with the manager at the resi-
dential facility identified units that shared staff. These
were treated as one study unit and thereby units that
shared staff could not end up in different groups. For
other units at the same residential facility, not sharing
staff, they could end up in either group. The study units
in each municipality were then randomized to the inter-
vention group (9 study units) or the control group (9
study units). A table of random numbers was used for
randomization [31]. Randomization took place after the
residential facilities had been recruited, based on the
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inclusion and exclusion criteria, but before the baseline
data were collected (Fig. 1).
Participants
The number of residents living in the units was 156 in
the intervention group and 144 in the control group. In-
clusion criteria for residents were being able to complete
a questionnaire by oneself or with assistance from the
first author or a research assistant, hereafter labeled
assessor, and having resided for more than 2 weeks at
the facility. Exclusion criteria for residents were diag-
nosed dementia and/or reduced cognitive ability, with
difficulties understanding the questions. The registered
nurses at the residential facilities reported to the first
author the number of residents with diagnosed dementia
and the number of residents with, as they estimated,
reduced cognitive ability. The first author or the assessor
asked all residents who met the inclusion criteria if they
would like to participate. In the intervention group 55 of
the 70 (79 %) residents who met the inclusion criteria
agreed to participate, and in the control group, 52 of the
69 (75 %) residents who met the inclusion criteria agreed
to participate. During the study 12 of the 55 (22 %) resi-
dents in the intervention group and 15 of the 52 (29 %)
residents in the control group dropped out. The most
frequent reason for dropping out was that the resident
was deceased. The number of residents who completed
the questionnaire at baseline and follow-up was 43
(78 %) in the intervention group and 37 (71 %) in the
control group; see Fig. 1.
Written information regarding informed consent from
the residents, information about the study, the question-
naire and the response alternatives were written in a
large font to facilitate reading. Nevertheless all residents
needed assistance with reading the questionnaire, and
therefore received help from the first author or the as-
sessor. The questions and the response alternatives were
then read out loud for the residents. The response alter-
natives were written on a separate card in a large font to
further facilitate reading. All of the residents chose to
perform the data collection in their apartments at the
facility. Prior to the questionnaire, the residents received
information from the first author or the assessor. The
information explained the aim of the study, that partici-
pation was voluntary, that they could withdraw from the
study at any time and that the data would be treated
confidentially. The residents also signed an informed
consent form.
Setting
The number of residents in each unit ranged from 7–16,
which is representative of the unit sizes in Sweden.
When averaged for the 27 units there were 10.4 resi-
dents/unit in the intervention group and 12.0 residents/
unit in the control group. The facility provided a one-
room apartment with a kitchenette and a private bath
and toilet. The furniture belonged to the residents them-
selves. The dining area was communal. The municipality
was responsible for all facilities and the care and service
provided there. The facilities were staffed by nurse assis-
tants (NA) and registered nurses (RN) around the clock.
The facilities used the working methods “contact per-
son” and “individualized care plans.” NAs, in their role
as “contact person”, have a particular responsibility for
Fig. 1 Flow chart of progress of units and participants
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planning, providing and evaluating care for each resi-
dent. As “contact person”, NAs are also responsible for
making an “individualized care plan” for each resident.
The plan describes how the residents want their daily
care to be carried out.
Data collection
Data were collected using a questionnaire at baseline
and follow-up (2 months after intervention). As the
intervention was divided in two periods (Period I: 2013-
01-01 – 2013 -06-30; Period II: 2013-09-01–2014-02-28)
baseline data were collected in December 2012 and in
August 2013. Follow-up data were collected in August
2013 and in April 2014. Half of the units from the inter-
vention and control groups participated in period I and
the other half in period II. The first author and the as-
sessor organized the data collection and distributed the
questionnaires personally; the data collectors were not
blinded to which group the residents belonged to. The
assessor was selected for having considerable experience
of working as an NA in residential facilities for older
people, good verbal skills and a sociable personality. The
assessor was trained by the first author prior to data
collection. There were no dependencies between the first
author, the assessor and the residents prior to the study.
At data collection, both the first author and the assessor
went to the same residential facility. The first author was




The personal characteristics data collected were age,
gender and period of residence. Furthermore, the EQ-
5D questionnaire [32] consisting of five items was used
to measure mobility, self-care, usual activities, pain/dis-
comfort and anxiety/depression. The questions are
multiple-choice questions and the response alternatives
range from 1 (no problems) to 3 (severe problems). The
questionnaire further includes the “EuroQol thermom-
eter,” a scale ranging from 0 (worst imaginable health) to
100 (best imaginable health) on which the participants
rate their health status [32].
Empowerment
Empowerment was measured using the Patient Em-
powerment Scale [12] consisting of 40 items measuring
two factors: empowerment and disempowerment. The
response alternatives are multiple-choice and range from
0 (never) to 2 (often). The total score for empowerment
can range from 0 to 40 and the total score for disem-
powerment can range from 0 to -40. Satisfactory psycho-
metric properties have been reported: Cronbach’s alpha
values between 0.74 -0.87 for empowerment and
between 0.65-0.87 for disempowerment. See the result
section for the values in the present study. The Patient
Empowerment scale was translated into Swedish and the
procedure for translating the scale involved the three
established steps suggested by Polit and Beck [31]. First,
the research group translated the English version into
Swedish. Second, a professional translator carried out
the back translation of the Swedish version into English.
Third, the research group conducted a thorough com-
parison of the three versions of the scale. As the Patient
Empowerment Scale had not been assessed in a popula-
tion of residents living in residential facilities for older
people, the relevance of the questionnaire was assessed
in that context prior to conducting the study. The ques-
tionnaire was completed by five residents in a munici-
pality that did not take part in the study. In addition to
answering the questionnaire, the residents also commen-
ted on the feasibility of the questionnaire. No subse-
quent changes were made in the questionnaire.
Person-centered climate
Person-centered climate was measured using the
Swedish language Person-centered Climate Question-
naire - patient version (PCQ-P) [33], consisting of 17
items measuring three subscales: a climate of safety, a
climate of everydayness, and a climate of hospitality. Re-
sponse alternatives are presented on a 6-point Likert-
type scale ranging from 1 (No, I disagree completely) to
6 (Yes, I agree completely). Sum scores are used for the
subscales and for the total score of the scale. The total
scale can range from 17 (minimally person-centered cli-
mate) to 102 (maximally person-centered climate). Satis-
factory psychometric properties have been reported;
Cronbach’s alpha values 0.93 for the total scale and for
the subscales: safety 0.94, everydayness 0.82 and hospi-
tality 0.64. See the result section for values in the
present study.
Life satisfaction
Life satisfaction was measured using the Life Satisfaction
Questionnaire (LSQ), constructed to measure life satis-
faction [34]. The questionnaire consists of 34 items
measuring six factors: quality of close friend relations,
physical symptoms, quality of everyday activities, quality
of family relations, socio-economic situation and sick-
ness impact. Item 34 – How do you perceive your over-
all quality of life? – is used as a single-item measure.
Response alternatives for the LSQ range from 1 (overall
negative) to 7 (overall positive), with high scores indicat-
ing high satisfaction. Satisfactory psychometric proper-
ties have been reported; Cronbach’s alpha values for the
factors: quality of close friend relations 0.90, physical
symptoms 0.75, quality of everyday activities 0.92, qual-
ity of family relations 0.87, socio-economic situation
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0.62 and sickness impact 0.85. See the result section for
values in the present study.
Intervention
The Swedish national fundamental values were central
to the caregiver intervention, which aimed at a) provid-
ing a shared understanding among caregivers of the
national fundamental values and further to provide a
shared understanding of the working methods “contact
person” and “individualized care plans” in relation to the
national fundamental values, b) identifying, on the indi-
vidual, group and organizational level, difficulties, possi-
bilities, weaknesses and strengths when the national
fundamental values and working methods “contact per-
son” and “individualized care plans” are put into prac-
tice, c) exploring and trying to understand residents’
perceptions and experiences of the national fundamental
values and d) developing and putting into practice an
improvement plan intended to increase residents’ sense
of dignity and well-being in life.
In the intervention a total of 124 caregivers from the
intervention units participated in eight three-hour face-
to-face seminars, with an average attendance of 6.7 sem-
inars, ranging from 3 to 8. The caregiver intervention
was carried out over a 6-month period by the first
author, who guided the seminars. All seminars followed
a protocol. The seminars took place every 2 weeks.
Furthermore, the first author visited the units every
2 weeks, for approximately three hours, to answer ques-
tions about the intervention. After eight seminars
(4 months), the first author continued to visit the units
every 2 weeks for two additional months to offer support
to the staff as they put the improvement plan into prac-
tice. The first author never visited the control group.
The Swedish National Fundamental Values were not dis-
cussed, in any formal way, in the control group.
The content of the seminars was as following: Dignity
(self-determination, respect for personal integrity, par-
ticipation, individualized care of good quality and kind
treatment), well-being (meaningfulness and safety), work-
ing methods (contact person and individualized care
plans) (Seminar 1–5), and development and evaluation
of an improvement plan (Seminar 6–8); see Table 1.
Between seminars 1–5, the caregivers had an individual
assignment connected to the residents for whom they
were the contact person, the aim of which was to
explore and try to understand the residents’ perspective.
The assignment was constructed in three steps: a) to
Table 1 Aim, content of each seminar and working methods in the intervention
Aim Seminar/content Working methods
To provide a shared understanding among staff of the
national fundamental values; living in dignity and with a
sense of well-being and associated values.
To identify difficulties, possibilities, weaknesses and
strengths concerning the national fundamental values
on the individual, group and organizational level.
To explore and try to understand residents’ perceptions
and experiences of the national fundamental values and
associated values.
1. Self-determination
2. Respect for personal integrity
and participation
3. Safety and meaningfulness
4. Individualized care and kind
treatment
At seminars: Self-reflection and dialogue
Between seminars: Assignment connected to resident
To provide a shared understanding among staff of
working methods “contact person” and “individualized
care plan” and their content in relation to national
fundamental values.
To identify difficulties, possibilities, weaknesses and
strengths concerning working methods “contact person”
and “individualized care plans”, in relation to national
fundamental values, on the individual, group and
organizational level.
5. Contact person and
individualized care plan
At seminar: Self-reflection and dialogue
Between seminars: Read an individualized care plan
and identify if and how the national fundamental
values are expressed in the plan. Together with a
resident, update the care plan in relation to the
national fundamental values.
To provide a shared understanding among staff of
improvements needed to increase residents’ sense of
dignity and well-being in relation to identified
difficulties, possibilities, weaknesses and strengths.
To develop and implement an improvement plan.
6. Identify improvements and
develop an improvement plan
At seminar: Self-reflection and dialogue
Between seminars: Implement the improvement plan
To provide a shared understanding among staff of what
they perceive as good quality of care in relation to the
national fundamental values.
To evaluate and further develop the improvement plan.




At seminar: Self-reflection and dialogue
Between seminars: Implement the improvement plan
To provide a shared understanding among staff and the
manager of how to proceed with the improvement
plan.
To make staff aware of the results from the baseline
measures.
8. Evaluation of improvement
plan and feed-back from base-
line measures
At seminar: Dialogue with manager about how to
proceed with the improvement plan. Dialogue about
the baseline measures.
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reflect on what the caregivers themselves thought was
important for the residents concerning the values dis-
cussed at the seminar, b) to have a dialogue with the res-
idents concerning what was important in daily life
concerning these values, and c) to reflect on what the
caregivers could do to enable realization of the values in
residents’ daily life. The assignments were reflected on
at the following seminar and were later used when
developing the improvement plan for the unit.
The Medical Research Council [35] has described the
main stages of a complex intervention as development,
feasibility/piloting, evaluation and implementation. In
each stage different key functions and activities are out-
lined. The focus for the present intervention was on the
evaluation stage where the effectiveness of the interven-
tion was assessed and steps were taken to understand
the change process.
The theoretical basis for the intervention was an inter-
pretative approach, as described by Sandberg and
Targama [36, 37]. As the intervention followed an inter-
pretative approach self-reflection and dialogue were used
as working methods at the seminars. According to
Sandberg and Targama [36, 37] the way in which work is
understood constitutes the core of staff members’
actions in the organization, as actions are not primarily
guided by factors such as rules and instructions, but by
how the situation, rules and instructions are understood.
The way in which staff members understand the work
situation is the way in which they will act. Actions can
be understood in different ways, and the more complex
actions are the more possibilities there are to understand
them differently. Accordingly, it is important to develop
and maintain a shared understanding among staff of the
actions in the organization. By changing one’s under-
standing of one’s actions, one can learn to change, and
based on this new competence can be developed and
maintained. The most central prerequisite for achieving
learning through change of understanding is through re-
flection. By reflecting on our understanding of actions, it
is possible to become aware of our understanding. Re-
flection can be performed through self-reflection [36]. In
the intervention, the caregivers used self-reflection when
reflecting on questions such as: “How do I understand
the value of self-determination?” Self-reflection was then
shared in the group, the aim being to increase awareness
of the different understandings in the group. Reflection
can also be performed through dialogue with others.
Dialogue develops the collective competence of the
group that is cooperating. In order to cooperate, it is
important to develop a shared way of understanding
work [36, 37]. In the intervention, the caregivers used
dialogue to deal with questions such as: “How do we
understand the value of self-determination in our group
and what is our shared understanding of it?” To further
identify staff members’ understanding of work, their
experiences of their actions were worked through in a
reflective process. Questions such as “What actions do
you perform in daily care to promote residents’ self-
determination?” were used in self-reflection. Self-
reflection was then shared in the group, and the care-
givers further had a dialogue concerning their shared
understanding of what actions in daily care promote
residents’ self-determination. This approach as described
by Sandberg and Targama [36, 37] is also in line with
other theories of learning (see for example Säljö [38] and
Ramsden [39]).
After creating a shared understanding of the national
fundamental values having a sense of dignity and well-
being in life, caregivers reflected on the difficulties,
possibilities, weaknesses and strengths associated with
these values in relation to their current actions on an in-
dividual, group and organizational level in order to iden-
tify improvements. Identified difficulties and weaknesses
were used as a premise for improvements in the
improvement plan. Identified possibilities and strengths
were used to facilitate the improvements.
Data analysis
Due to the small sample and fairly low intracluster coef-
ficients for most variables, non-parametric statistics were
first used for analysis on resident level. To explore
differences in change over time within groups, Wilcoxon
signed rank tests were used. To explore differences in
baseline data and in change over time between groups,
Mann-Whitney U-tests were used. For confidence inter-
val (CI) we used related-samples and independent-
samples Hodges-Lehman median (Md) difference. How-
ever, even if the intracluster coefficients for most vari-
ables were fairly low we also tested the results using
linear generalized estimating equation (GEE) models to
control for potential correlations among residents within
the same units, i.e. clustering effects to see whether the-
ses analysis changed our results or not. In the GEE
models, the independent variables were main effects for
group (intervention and control groups) and time (base-
line and follow-up) as well as interaction effect (time*-
group). Intraclass correlation coefficient (ICC) for
clustering effects was calculated using Linear Mixed
Models. For all variables, when ≤35 % of the items were
not completed in a factor, these missing values were
replaced with the individual’s mean for the factor. When
more items were missing the factor was excluded. All
residents were analysed in the groups to which they
were randomized if they had complete/available data
(baseline – follow-up). Scale distribution and normality
were explored using measures of skewness and visual
examination of histograms and Q-Q plots. Reliability
measured as internal consistency was explored using
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Cronbach’s alpha. All statistical analyses were performed
using SPSS statistics 22. P–values <0.05 (two-tailed)
were regarded as statistically significant.
Results
A total of 80 residents answered the questionnaire at
baseline and follow-up (intervention group 43 and con-
trol group 37), resulting in a response rate of 78 % in
the intervention group and 71 % in the control group;
see Fig. 1. Most participants were female: intervention
group 27 (63 %) and control group 24 (65 %). The mean
age was 86.8 (standard deviation [SD] 7.3) and 87.1 (SD
8.2) in the intervention and control groups, respectively.
The mean of period of residence was 27.1 months in the
intervention group (SD 36.7) and 31.75 months in the
control group (SD 29.4). There were no significant dif-
ferences in the personal characteristic parameters
between groups (see Table 2). Regarding outcome
measures, there were significant differences between the
groups for the factors quality of daily activities (p =
0.046, Md difference -10.2, 95 % CI -25.2; 0.0), sickness
impact (p = 0.028, Md difference -9.5, 95 % CI -16.7;0.0)
and hospitality (p = 0.034, Md difference -2.0, 95 % CI
-3.0;0.0). The control group rated these factors higher
than the intervention group did at baseline. Between
participants and drop-outs, there were significant differ-
ences in personal characteristic parameters regarding
anxiety and depression (p = 0.047), in that the drop-outs
rated these factors lower than the participants did.
Furthermore, there were differences in empowerment (p
= 0.017, Md difference 6.0, 95 % CI 1.0;10.0) and disem-
powerment (p = 0.020, Md difference 2.0, 95 % CI
0.0;4.0) in that drop-outs rated both factors higher than
the participants did.
Effects on empowerment
The intervention group had higher scores on empower-
ment (p = 0.001) and lower scores on disempowerment
(p = 0.018) at follow-up compared to baseline. In the
control group, no significant differences at follow-up
compared to baseline were found for empowerment and
disempowerment. Change over time between groups
was significant for empowerment (p = 0.001) and disem-
powerment (p = 0.006); see Table 3 for Md differences
and 95 % CIs.
Effects on person-centered climate
The intervention group had higher scores on total scale
at follow-up compared to baseline (p ≤ 0.001). All sub-
scales – safety (p = 0.001), everydayness (p = 0.009) and
hospitality (p ≤ 0.001) – were rated higher at follow-up
compared to baseline. The control group had lower
scores on total scale at follow-up compared to baseline
(p = 0.002). All subscales – safety (p = 0.013),
Table 2 Characteristics of the sample in intervention and
control group at baseline
Intervention
group n = 43
Control





Median (Q1-Q3) 89.0 (82–92) 88.0 (83–93)
Min-max 65–99 68–104
Period of residence/Months 0.147




No problems in walking
about
1 2
Some problems in walking
about
26 24
Confined to bed 16 11
Self-care 0.175
No problems with self-care 7 5
Some problems washing or
dressing
31 25
Unable to wash or dress 5 7
Usual activities 0.661










No pain or discomfort 16 20
Moderate pain or discomfort 15 12
Extreme pain or discomfort 12 5
Anxiety/depression 0.351








Median (Q1-Q3) 50 (50–80) 72.5
(50–88.8)
Min-max 25–100 0–100
SD Standard deviation, Q Quartile, For age, period of residence and EQ-5D
Mann-Whitney U-tests have been used and for gender Chi2 test has been
used. For usual activities there is 1 missing data in the intervention group and
for health state there is 1 missing data in the control group
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Baseline Follow-up Md (95 % CIs)a p-valueb α Baseline Follow-up Md (95 % CIs)a p-valueb α Md, (95 % CI)c,
p-valued
Empowerment 4.0 (1.5;6.0) 0.001 0.72 -2.0 (-5.0;0.5) 0.091 0.85 6.0 (3.0;9.0) 0.001 0,0768






• Min-max 16–35 8–40 10–38 11–36
Disempowerment -1.3 (–2.0;0.0) 0.018 0.65 1.0 (–0.5;2.5) 0.115 0.85 -2.0 (-4.0;-1.0) 0.006 0,0425
• Md (Q1-Q3) 3.0 (1–6) 1.0 (0–4) 2.0 (0–7) 4.0 (1–7)
• Min-max 0–9 0–18 0–13 0–16
Total PCQ-P 8.0 (4.5;11.4) ≤0.001 0.86 -8.5 (-13.6;-3.0) 0.002 0.90 16.0 (9.7;23.0)
≤0.001
0,1164






• Min-max 46–102 47–102 46–102 35–102
Safety 3.5 (1.5;5.5) 0.001 0.84 -3.4 (-6.0;-0.8) 0.013 0.87 7.0 (3.8;10.0)
≤0.001
0,0568
• Md (Q1-Q3) 50.0 (47–57) 56.0 (52–58) 55.0 (49–59) 50.0
(46.5–57.8)
• Min-max 29–60 34–60 36–60 23–60
Everydayness 1.5 (0.0;3.0) 0.009 0.81 -2.0 (-4.0;0.0) 0.028 0.76 4.0 (1.3;6.0) 0.001 0,0917
• Md (Q1-Q3) 20.0 (16–24) 23.0 (19–24) 21.0 (16–24) 17.0
(13–21.5)
• Min-max 7–24 5–24 4–24 4–24
Hospitality 3.0 (1.5;4.5) ≤0.001 0.40 -2.8 (-4.0;-1.5) ≤0.001 0.49 6.0 (4.0;8.0) ≤0.001 0,1526
• Md (Q1-Q3) 13.0 (8–16) 16.0 (14–18) 15.0 (12–18) 11.0
(8–14.5)
• Min-max 8–18 8–18 6–18 6–18
Quality of everyday
activities
9.7 (1.0;21.9) 0.033 0.88 -11.6 (-21.7;-3.4) 0.012 0.93 22.1 (8.2;37.4)
0.002
0,2084








• Min-max 14.3–89.8 14.3–98.0 14.3–100 14.3–98.0






















• Min-max 33.3–100 16.7–97.6 40.5–100 38.1–100
Physical symptoms 0.0 (-3.1;3.1) 0.911 0.43 -1.0 (-3.1;1.0) 0.333 0.64 2.0 (-2.0;6.1) 0.512 0,0285








• Min-max 63.3–100 59.2–100 71.4–100 59.2–100
Socio-economic
situation
0.0 (-5.4;4.8) 0.962 0.79 -4.2 (-8.9;0.0) 0.047 0.79 3.6 (-3.6;10.7) 0.217 0,0134








• Min-max 35.7–96.4 28.6–92.9 39.3–100 19–85.7
Quality of life, item 34 0.0 (-1.0;0.5) 0.320 -0.5 (-1.0;0.0) 0.044 0.0 (-1.0;1.0) 0.545
• Md (Q1-Q3) 4.0 (4–5) 4.0 (2–6) 4.0 (3–6) 4.0 (2.5–5)
• Min-max 1–7 1–7 1–7 1–6
Md Median, Q quartile, CI confidence interval, α: Cronbach’s Alpha, PCQ-P Patient climate questionnaire, LSQ Life satisfaction questionnaire, ICC Intraclass correlation coefficient, LMM Linear Mixed Models, a related-
samples Hodges-Lehman median difference, bWilcoxon Signed rank test for differences within group, cindependent-samples Hodges-Lehman median difference dMann-Whitney U-test for comparing change over time
between the intervention and control groups (i.e. we first investigated change over time within the groups and then compared this change between the intervention and control group (interaction effect)). For
empowerment there are 1 missing in the intervention group and 2 in the control group, for disempowerment there are 2 missing in the control group, for total PCQ-P and Hospitality there are 1 missing in the
intervention group, for Quality of everyday activities there are 3 missing in the intervention group and 1 in the control group, for Socio-economic situation there is 1 missing in the intervention group, and for item












everydayness (p = 0.028) and hospitality (p ≤ 0.001) –
were rated lower at follow-up compared to baseline.
Change over time between groups was significant for
total scale (p ≤ 0.001) and for the subscales safety, every-
dayness and hospitality (p ≤ 0.001); see Table 3.
Effects on life satisfaction
The intervention group had higher scores on the factor
quality of everyday activities at follow-up compared to
baseline (p = 0.033). The control group had lower scores
on the factor quality of everyday activities at follow-up
compared to baseline (p = 0.012). The control group
further had lower scores on item 34, the single-item
measure of quality of life, at follow-up compared to
baseline (p = 0.044). In the intervention group, no
significant differences were found for item 34 between
baseline and follow-up. Regarding physical symptoms,
sickness impact and socio-economic situation, no signifi-
cant differences were found in either the intervention or
control group between baseline and follow-up. The fac-
tors quality of family relations and quality of close friend
relations were not possible to analyze due to the large
amount of internal missing data. Change over time be-
tween groups was significant for quality of everyday
activities (p = 0.002). For the other factors, there were no
differences in change over time between the groups; see
Table 3.
Effects of the intervention using GEE models
Using GEE models the results revealed significant inter-
action effects i.e. differences in changes over time between
the two groups: for empowerment (p = 0.002), disem-
powerment (p = 0.012), all factors safety (p < 0.001), every-
dayness (p < 0.001), hospitality (p < 0.001) and the total
value for PCQ-P (p < 0.001), as well as the factor quality of
everyday activities (p < 0.001) in the LSQ; see Tables 4 and
5. For the other factors the interaction effect was non-
significant. For the intervention group there were signifi-
cant improvement over time for the factors empowerment
(p = 0.006), safety (p < 0.001), everydayness (p = 0.006),
hospitality (p < 0.001), total values for PCQ-P (p < 0.001)
and for the factor quality of everyday activities (p = 0.006).
For the control group there were significant decline at
follow-up compared to baseline for the factors
disempowerment (p = 0.036), safety (p = 0.003), everyday-
ness (p = 0.015), hospitality (p < 0.001), total values for
PCQ-P (p < 0.001) and for the factor quality of everyday
activities (p = 0.023); Tables 4 and 5.
Discussion
The present study aimed to evaluate effects on
empowerment, person-centered climate and life satisfac-
tion among older people living in residential facilities
before and after a caregiver intervention concerning the
Swedish national fundamental values. Results revealed
that the caregiver intervention improved residents’ self-
ratings of empowerment, person-centered climate and
life satisfaction regarding the factor quality of everyday
activities in the intervention group, while the control
group had lower scores on person-centered climate and
quality of everyday activities over time.
The positive intervention outcomes concerning
empowerment may be due to the fact that residents had
the opportunity, through the assignment to the interven-
tion group, to engage in a dialogue with caregivers about
their perceptions and experiences of the Swedish
national fundamental values. For person-centered care it
is essential to develop a clear picture of what the person
values in life [40]. The person’s narrative is essential to
person-centered care and therefore organizations must
make more room for dialogue, through which staff can
become acquainted with residents’ narratives. This
requires that caregivers routinely invite persons to talk
about their general situation, listen and respond to them.
Moreover, it is important that this dialogue be allowed
to take time [41]. Residents assigned to the intervention
group had the opportunity to talk about their daily life
and further to have a dialogue about it with caregivers.
This approach on the part of caregivers is person-
centered, as it helps residents gain power, influence and
opportunities. A person-centered approach empowers
individuals, and in the present study, the empowered in-
dividuals were residents at residential facilities.
Empowering care also promotes well-being [6]. The
Swedish fundamental values state that well-being re-
quires respect for the value of meaningfulness [4]. In the
present study, meaningfulness was measured using the
factor “quality of everyday activities.” To measure this,
residents assessed to what extent their daily activities
during the past week had been fun, interesting, creative,
autonomous, useful and meaningful. In the intervention
group, “quality of everyday activities” improved. In the
Swedish national fundamental values, it is further stated
that well-being requires respect for the value of safety
[4]. In the present study, safety was measured using the
factor “safety” in the Person-centered climate question-
naire, and had increased in the intervention group at
follow-up. The present findings also support previous re-
sults showing that empowering care promotes well-
being [6], as empowerment, meaningfulness and safety
increased. Accordingly, we can conclude that an inter-
vention concerning living in dignity and with a sense of
well-being can promote empowering care, or vice versa
that empowering care can promote living in dignity and
with a sense of well-being for older people living in resi-
dential facilities.
Concerning life satisfaction, the factors “quality of
family relations” and “quality of close friend relations”
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Table 4 Parameter estimates and 95 % CIs from GEE analyses, Empowerment and Person-centered Climate Questionnaire (PCQ).
Empowerment Person-centered climate PCQ tot value
Empowerment Disempowerment Safety Everydayness Hospitality








-3.12 (-5.32;-0.91) 0.006 0.86 (-0.32;2.04) 0.153 -3.54 (-5.52;-1.57) <0.001 -1.77 (-3.04;-0.50) 0.006 -2.94 (-4.12;-1.76) <0.001 -7.87 (-11.31;-4.43) <0.001
Control group
baseline–follow-up
1.92 (-0.43;4.27) 0.110 -1.30 (-2.51;-0.09) 0.036 3.85 (1.28;6.41) 0.003 2.12 (0.42;3.82) 0.015 2.84 (1.65;4.02) <0.001 8.80 (4.18;13.42) <0.001












had a large amount of internal missing data in both
groups, as residents stated that they had no family or
friends. Previous research has also shown that residents,
due to their advanced age, have few family members and
friends [9, 15, 19]. Life satisfaction among residents is
positively associated with family relationships [42]. Fam-
ily and relationships are important for residents’ experi-
ence of quality of life [43, 44]. In the present study “life
satisfaction” had decreased at follow-up in the control
group. This decrease might be due to the absence of
family and friends, although there was no similar
decrease in “life satisfaction” in the intervention group,
despite the absence of family and friends. This result
may be explained by the increase in empowering care in
the intervention group at follow-up, as empowering care
is the most important predictor for quality of life among
residents [7]. Because it is known that residents have
few family members and friends due to their advanced
age and that this negatively affects their experience of
quality of life, it is essential to promote and develop
empowering care in residential facilities, as such care is
a predictor of quality of life.
In the intervention an interpretative approach was
used and the positive intervention outcomes from the
present study may be due to this approach. It has also
been recommended to use a theoretical frame work for
the intervention when implementing an intervention to
change staff members’ practices in order to improve care
of older people [45]. In an interpretative approach it is
important that staff being actively involved in the
process of creating a shared meaning for their work.
Accordingly, it is important to take staff members’ ways
of understanding their work as a point of departure [36,
37]. In the intervention, staff members’ understandings
of living in dignity and with a sense of well-being were
identified and a shared way of understanding this was
created. Another important factor was that staff assigned
to the intervention group identified residents’ ways of
understanding living in dignity and with a sense of well-
being. Staff members’ shared understanding and
residents’ understanding of living in dignity and with a
sense of well-being were then used as a point of depart-
ure for developing improvement plans aimed at increas-
ing residents’ sense of dignity and well-being.
Improvement plans were developed to increase mean-
ingfulness in daily activities. The increase in “quality of
everyday activities” in the intervention group at follow-
up may be explained by these improvement plans. Fur-
ther, in the intervention, self-reflection and dialogue
were used as working methods. Reflection requires strat-
egies and guidance by a mentor who makes the process
meaningful, ties it to experiences and remains available
throughout the learning process [46]. Accordingly, an-
other important factor in the intervention was that the
first author followed a protocol, guided all seminars, tied
reflection to experiences and was further available
throughout the intervention. The intention with the
visits between the seminars and the visits after the eight
seminars, i.e. the visits to the units every 2 weeks for
two additional months to offer support to the staff as
they put the improvement plan into practice, was to act
as an external facilitator which is in line with several
frameworks for implementation and research of
factors that prevent or enable improvements in care
practices [47, 48].
The results of the present study show that implement-
ing the Swedish national fundamental values promotes
empowering care, person-centered-climate and life satis-
faction among residents. This means that the national
fundamental values of living in dignity and with a sense
of well-being, and their associated values (personal in-
tegrity, self-determination, participation, individualized
care of good quality, a kind treatment, meaningfulness
and safety) can provide support for caregivers when
performing and developing care that promotes
empowerment, person-centered climate and life satisfac-
tion. These positive intervention outcomes indicate that
it is essential that municipalities invest resources in
putting the Swedish national fundamental values into
practice in residential facilities for older people. It is
further essential that managers at residential facilities,
when they have the resources needed, prioritize putting
the national fundamental values into practice, among
other tasks. Moreover, it is vital that staff be given
resources in the form of time to take part in reflective
seminars on this process as well as that reflection be
guided throughout the process. In the process of putting
the national fundamental values into practice, it is also
of major importance that residents and their views be
included. When putting the national fundamental values
into practice, with a view to increasing residents’ percep-
tions of living in dignity and with a sense of well-being,
an intervention like the one carried out in the present
study may be beneficial.
Table 5 Parameter estimates and 95 % CIs from GEE analyses,
Life Satisfaction Questionnaire (LSQ)
LSQ
Quality of everyday activities
B P-value
GEE Model
Interaction time*group -25.88 (-40.30;-11.46) <0.001
Mean differences
Intervention group baseline-follow-up -13.39 (-22.97;-3.82) 0.006
Control group baseline–follow-up 12.49 (1.70;23.27) 0.023
CI confidence interval, boldface text indicate statistically significant values, GEE
Generalized estimating equation
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Methodological limitations
The number of available participants in the intervention
group was 156 and in the control group 144. Even, if we
set out not to include units specialized for persons with
dementia only 70 of 156 residents in the intervention
group and 69 of 144 in the control group met the inclu-
sion criterion, and of these only 43 in the intervention
group and 37 in the control group participated in both
data collection at baseline and follow-up. That less than
half of the available participants could be asked to
participate in the study was mainly due to the fact that
they were diagnosed with dementia, despite this not living
in a unit specialized for persons with dementia, or had
reduced cognitive ability, with difficulties understanding
the questions. This entails a limitation in external validity,
as the results cannot be generalized to all residents living
in the residential facilities as these include residents with
cognitive impairment. Despite this limitation, it is import-
ant to examine the perspectives of residents whose cogni-
tive ability is intact, as there is a lack of research in this
area. Another limitation is that there were significant dif-
ferences between the intervention and control groups at
baseline and there were some drop-outs in both groups
which are threats to internal validity, i.e. sample differ-
ences between the groups that could also cause the ob-
served effect. We used complete/available case analyses
[49] (also called a partial intention-to-treat analysis, all
participants with complete data were analysed in the
groups to which they were randomized) which may result
in biased estimates. Another approach would have been to
imputate values for the drop-outs. Reasons for drop-outs
in both groups were deceased (7 intervention group; 6
control group), reduced cognitive ability (3 intervention
group; 4 control group) and reduced general conditions (2
intervention group; 5 control group).
In the study, a power estimation indicated the need for
64 participants in each group. However, a weakness is
that the power estimation was based on resident level
and not unit level and on figures recommended for
nursing intervention. According to Polit and Beck [31] a
modest effect has been reported for most nursing inter-
ventions, and thereby with a power of 0.80 and alpha
value of 0.05 the number of participants would be 64 in
each group. In the study, randomization was performed
after the residential facilities had been recruited, based
on the inclusion and exclusion criteria, but before onset
of data collection and the intervention. However, this
was done because managers at the residential facilities
needed to know early on whether they were in the inter-
vention group, which required recruiting additional staff
when the regular staff participated in seminars. Further-
more, the first author was not blind to which condition
the participants were in. Another limitation is that only
one post-test measure was conducted. It is important to
know whether the effects of the intervention continued
over time. Thus, including more post-test measures
would have been preferable. The post-test measure was
also carried out 2 months after the intervention was
completed, which is a relatively short follow-up period.
The reason for this, however, was that residents in resi-
dential facilities do not live long. Due to many analyses
the risk of multiple testing bias needs to be taken into
consideration, in total 11 factors or total scales has been
tested. Regarding the person-centered climate, Cron-
bach’s alpha values were low for the factor hospitality,
and regarding life satisfaction, they were low for the fac-
tor physical symptoms. Furthermore, the empowerment
scale had not been used in a Swedish context before just
tested for feasibility. Despite these limitations, the
present study adds important knowledge about interven-
tions that can increase empowerment, person-centered
climate and life satisfaction among older people living in
residential facilities.
Conclusion
The present results indicate that when the Swedish na-
tional fundamental values of living in dignity and with a
sense of well-being are put into practice, empowerment,
person-centered climate and life satisfaction among
older people living in residential facilities are increased
when the intervention is carried out using an interpret-
ative approach and guided throughout the process. Fur-
ther, it would be interesting to investigate whether the
intervention effects continued over time by performing
the study on a larger scale and with more post-test mea-
sures as well as measuring the effects of the intervention
on persons with cognitive impairment.
Abbreviations
CI, Confidence Interval; EQ-5D, EuroQol 5-dimensions questionnaire; GEE,
Generalized E stimating E quation; ICC, Intraclass Correlation coefficient; LSQ,
Life Satisfaction Questionnaire; Md difference, Median difference; NA, Nurse
Assistant; PCQ-P, Person-centered Climate Questionnaire - patient version;
RN, Registered Nurse; SD, Standard Deviation
Acknowledgements
The authors would like to thank the residents who participated in the study
for sharing their perceptions. The authors also would like to thank the
managers at the residential facilities for providing time for staff to take part
in the seminars. Further, we would like to thank Elisabeth Rosén for carrying
out the data collection and also Hans Högberg for providing statistical
advice.
Funding
The project was financially supported by the University of Gävle and Uppsala
University. The study was also supported by the Regional Development
Council of Gävleborg, the Swedish Society of Nursing and a scholarship from
the Anna-Lisa Detlow Berg Scholarship Fund. These organizations had no in-
volvement in designing or running the study.
Availability of data and materials
Data files are not available due to participants’ confidentiality.
Roos et al. BMC Geriatrics  (2016) 16:130 Page 14 of 16
Authors’ contributions
CR designed the study, undertook data collection, performed the
intervention, conducted the analysis, and drafted the manuscript. MS
designed the study and reviewed and commented on the analysis and
drafts on the manuscript. BS designed the study and reviewed and
commented on the analysis and drafts on the manuscript. ME designed the
study, conducted the analysis and commented on drafts on the manuscript.
All authors read and approved the final version of the manuscript.
Authors’ information
CR: RN, PhD student
MS: RN, PhD
BS: RN, PhD
ME: RN, PhD, Associate Professor
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
The study was approved by the Regional Ethical Review Board Uppsala (reg.
no. 2012/248). Prior to the study, the residents received information that
explained the aim of the study, that participation was voluntary, that they
could withdraw from the study at any time and that the data would be
treated confidentially. The residents also signed an informed consent form.
Received: 17 October 2015 Accepted: 24 June 2016
References
1. Gedda - Malmsten K, Snellman I. En litteraturstudie om omvårdnadens
värdegrund. En rapport till Svensk sjuksköterskeförening. 2010. Retrieved 1
September, 2015, from: http://www.swenurse.se. Accessed 1 Sept. 2015.
2. Philipsson S. Etik och företagskultur. Att leda med värden. Lund:
Studentlitteratur; 2004.
3. Rassin M. Nurses’Professional and Personal Values. Nurs Ethics. 2008;15(5):
614-630.
4. Socialdepartementet. (Swedish Ministry of Health and Social Affairs). Värdigt
liv i äldreomsorgen. (A dignified life in elderly care in Sweden). 2008.
Retrieved 1 September 2015, from: http://www.regeringen.se.
5. Gibson H. A concept analysis of empowerment. J Adv Nurs. 1991;16:354–61.
6. Shiu AT. Research in brief. The significance of empowerment for
perceptions of control: A case study of a home for older people. J Clin Nurs.
2001;10(1):152–3.
7. Tu YC, Wang RH, Yeh SH. Relationship between perceived empowerment
care and quality of life among elderly residents within nursing homes in
Taiwan: A questionnaire survey. Int J Nurs Stud. 2006;43:673–80.
8. Anderberg P, Berglund AL. Elderly persons’ experiences of striving to receive
care on their own terms in nursing homes. Int J Nurs Pract. 2010;16:64–8.
9. Andersson M, Hallberg IR, Edberg AK. Old people receiving municipal care,
their experiences of what constitutes a good life in the last phase of life: A
qualitative study. Int J Nurs Stud. 2008;45:818–28.
10. Webster C, Bryan K. Older people’s views of dignity and how it can be
promoted in a hospital environment. J Clin Nurs. 2009;18:1784–92.
11. Jacelon C. Theoretical perspectives of perceived control in older adults: a
selective review of the literature. J Adv Nurs. 2007;59(1):1–10.
12. Faulkner M. A measure of patient empowerment in hospital environments
catering for older people. J Adv Nurs. 2001;34(5):676–86.
13. Hellström UW, Sarvimäki A. Experiences of Self-Determination By Older
Persons Living in Sheltered Housing. Nurs Ethics. 2007;14(3):413-424.
14. Edvardsson JD, Sandman P, Rasmussen BH. Sensing an atmosphere of ease:
A tentative theory of supportive care settings. Scand J Caring Sci.
2005;19(4):344–53.
15. Oosterveld-Vlug M, Pasman HR, Gennip IE, Muller MT, Willems DL,
Onwuteaka-Philipsen B. Dignity and the factors that influence it according
to nursing home residents: A qualitative interview study. J Adv Nurs. 2014;
70(1):97–106.
16. Franklin LL, Ternestedt BM, Nordenfeldt L. Views on Dignity of Elderly
Nursing Home Residents. Nurs Ethics. 2006;13(2):130-146.
17. Dwyer LL, Nordenfeldt L, Ternestedt BM. Three Nursing Home Residents
Speak About Meaning At the End of Life. Nurs Ethics. 2008;15(1):97-109.
18. Bergland Å, Kirkevold M. Thriving in nursing homes in Norway: Contributing
aspects described by residents. Int J Nurs Stud. 2006;43:681–91.
19. Pleschberger S. (2007). Dignity and the challenge of dying in nursing
homes: The residents’ view. Age Ageing. 2007;36(2):197–202.
20. Edvardsson D. (2008). Therapeutic environments for older adults:
Constituents and meanings. J Gerontol Nurs. 2008;34(6):32–40.
21. Edvardsson D, Sandman P, Rasmussen B. Forecasting the ward climate: A
study from a dementia care unit. J Clin Nurs. 2012;21(7):1136–14.
22. Edvardsson D, Street A. Sense or no-sense: The nurse as embodied
ethnographer. Int J Nurs Pract. 2007;13(1):24–32.
23. Rasmussen BH, Edvardsson D. The influence of environment in palliative
care: Supporting or hindering experiences of at-homeness. Contemp Nurse.
2007;27(1):119–31.
24. Beck I, Törnquist A, Broström L, Edberg A. Having to focus on doing rather
than being—Nurse assistants’ experience of palliative care in municipal
residential care settings. Int J Nurs Stud. 2012;49(4):455–64.
25. Rytterström P, Unosson M, Arman M. The significance of routines in nursing
practice. J Clin Nurs. 2011;20(23):3513–22.
26. Edvardsson D, Sandman PO, Borell L. Implementing national guidelines for
person-centered care of people with dementia in residential aged care:
Effects on perceived person-centeredness, staff strain, and stress of
conscience. Int Psychogeriatr. 2014;26(7):1171–9.
27. Yeatts D, Cready C. Consequences of Empowered CAN Teams in Nursing
Home Settings: A Longitudinal Assessment. Gerontologist. 2007;47(3):323–39.
28. Kontos P, Mitchell G, Misty B, Ballon B. Special Issue: Using drama to
improve person-centered dementia care. Int J Older People Nurs. 2010;5(2):
159–68.
29. Vikström S, Sandman PO, Stenwall E, Boström AM, Saarnio L, Kindblom K,
Edvardsson D, Borell L. A model for implementing guidelines for person-
centered care in a nursing home setting. Int Psychogeriatr. 2015;27(1):49-59.
30. Beck I, Jakobsson U, Edberg AK. Applying a palliative care approach in
residential care: effects on nurse assistants’ experiences of care provision
and caring climate. Scand J Caring Sci. 2014;28(4):830–41.
31. Polit DF, Beck CT. Nursing research: Generating and assessing evidence for
nursing practice. . 9th ed. Philadelphia: Wolters Kluwer Health/Lippincott
Williams & Wilkins; 2012.
32. Krabbe P, Essnik-Bot ML, Bonsel G. The comparability and reliability of five
health-state valuation methods. Soc Sci Med. 1997;45(11):1641–52.
33. Edvardsson D, Sandman PO, Rasmussen B. Swedish language Person-
Centered Climate Questionnaire - patient version: construction and
psychometric evaluation. J Adv Nurs. 2008;63(3):302–9.
34. Carlsson M, Hamrin E, Lindqvist R. Psychometric assessment of the Life
Satisfaction Questionnaire (LSQ) and a comparison of a randomized sample
of Swedish women and those suffering from breast cancer. Qual Life Res.
1999;8:245–53.
35. Medical Research Council. Developing and evaluating complex
interventions: new guidance. 2000. Retrieved 1 January 2016, from https://
www.mrc.ac.uk.
36. Sandberg J. Human competence at work. An interpretative approach.
Gothenburg: BAS; 1994.
37. Sandberg J, Targama A. Ledning och förståelse: Ett kompetensperspektiv på
organisationer. Lund: Studentlitteratur AB; 1998.
38. Säljö R. Lärande i praktiken. Ett sociokulturellt perspektiv. 3:e uppl. Lund:
Studentlitteratur AB; 2014.
39. Ramsden P. Learning to teach in higher education. 2nd ed. London and
New York: RoutledgeFalmer Taylor & Francis group; 2003.
40. McCormack B. Person-centeredness in gerontological nursing: an overview
of the literature. Int J Older people Nurs in association with. J Clin Nurs. 2004;
13(3a):31–8.
41. Munthe C, Sandman L, Cutas D. Person Centered Care and Shared Decision
Making: Implications for Ethics, Public Health and research. Health Care
Anal. 2011.doi: 10.1007/s10728-011-0183.
42. Ho SC, Woo J, Lau J, Chan SG, Yuen YK, Chan YK, Chi I. Life satisfaction and
associated factors in older Hong Kong Chinese. J Am Geriatr Soc. 1995;43:252–5.
43. Hall S, Opio D, Dodd R, Higginson I. Assessing quality-of-life in older people
in care homes. Age Ageing. 2011;40:507–12.
44. Liu G, Dupre M, Gu D, Mair C, Chen F. Psychological well-being of the
institutionalized and community-residing oldest old in China: The role of
children. Soc Sci Med. 2012;75:1874–82.
Roos et al. BMC Geriatrics  (2016) 16:130 Page 15 of 16
45. Low LF, Fletcher J, Goodenough B, Jeon YH, Etherton-Beer C, MacAndrew
M, Beattie E. A Systematic Review of Interventions to Change Staff Care
Practices in Order to Improve Resident Outcomes in Nursing Homes. PLoS
One. 2015;10(11):e0140711.
46. Johns C. Becoming a Reflective Practitioner. Oxford: Blackwell Science Ltd; 2000.
47. Flottorp SA, Oxman AD, Krause J, Musila NR, Wensing M, Godycki-Cwirko M,
Baker R, Eccles MP. A checklist for identifying determinants of practice: a
systematic review and synthesis of frameworks and taxonomies of factors
that prevent or enable improvements in healthcare professional practice.
Implement Sci. 2013;8:35. doi:10.1186/1748-5908-8-35.
48. Kitson AL, Rycroft-Malone J, Harvey G, McCormack B, Seers K, Titchen A.
Evaluating the successful implementation of evidence into practice using
the PARiHS framework: theoretical and practical challenges. Implement Sci.
2008;3:1. doi:10.1186/1748-5908-3-1.
49. Alshurafa M, Briel M, Akl EA, Haines T, Moayyedi P, Gentles SJ, Rios L, Tran C,
Bhatnagar N, Lamontagne F, Walter SD, Guyatt GH. Inconsistent definitions
for intention-to-treat in relation missing outcome data: Systematic review of
the methods literature. PLoS One. 2012;7(11):e49163.
Roos et al. BMC Geriatrics  (2016) 16:130 Page 16 of 16
